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ORIGINAL ARTICLES 


APUTRID PULMONARY NECROSIS 
WITH REPORT OF A CASE* 


By J. GREENSTEIN, M.D. 


143 Prarrte Ave., ProvivENCE, R. I. 


Aputrid Pulmonary Necrosis was first described 
clinically by Kessel? in 1929. Prior to that time, the 
pathological features of this condition had been 
noted: by several authors,’ * * but neither the clinical 
nor the roentgenological aspects had been men- 
tioned. The term “aputrid pulmonary necrosis” 
was first used by Kaufman' in 1904. In 1907 
Rosenthal® stated that besides the ordinary termi- 
nations of lobar pneumonia in abscess, gangrene 
and carnification, there occasionally arises a form 
known as sequestration. This sequestration is a 
necrosis resulting from a thrombosis of the vessels 


supplying the affected part of the lung, with re- 
sulting anemic infarction and subsequent cavity 
formation. 


The factors? contributing to this condition are: 

1. Pulmonary compression by the pneumonic 
exudate ; 

2. Compression of the capillary bed; 

3. Increased coagulability of the blood during 
the course of pneumonia ; 

4. Lowering of the blood pressure ; 

5. Myocardial failure with attendant slowing 
of the circulation. 


Kessel? reported several cases which, in the 
course of lobar pneumonia, showed areas of aputrid 
necrosis within the infiltrated region. These areas 
of necrosis produced the picture of an abscess cav- 
ity in the roentgenograms. In none of these cases, 
however, were there any etiological factors com- 
monly responsible for lung abscess aside from the 
pneumonia ; and unlike a lung abscess there was no 
increased cough, foul sputum or clubbing of the 
fingers. In addition, the cavities healed spontane- 


*Read before the Rhode Island Medical Society, Sept. 
5, 1935. 


ously within a relatively short period of time. In 
short, X-ray examination of these patients admitted 
with lobar pneumonia showed the features of ab- 
scess cavities which produced no symptoms and: 
which healed quickly without any treatment. Those 
cases in which pathological specimens were avail- 
able, although the deaths were apparently unin- 
fluenced by this condition, showed necrotic cav- 
ities without any foul odor. Microscopically the 
walls of these cavities showed thrombosis of the 
vessels and necrotic lung tissue, but no increase in 
infiltration over the surrounding consolidated lung 
—thus differing from the ordinary abscess cavity.” 

The following case admitted to the medical serv- 
ice of the Memorial Hospital is felt to be rather 
typical of this condition. D.E.B., an unmarried 
white girl of 18, was admitted to the hospital on 
March 2, 1935, complaining of pain in the right 
chest, difficulty in breathing, cough and fever of 
six days duration. The onset had been rather acute 
with general malaise, but there was no distinct chill. 
Two days prior to admission, there was some rusty 
sputum for one day only. The family history and 
the past history were negative. There were no pre- 
vious illnesses, accidents or operations. 

Physical examination revealed a well developed, 
well nourished white female, moderately distressed, 
complaining of weakness and some pain in the right 
chest. There was a slight non-productive cough. 
The sputum was thin and scanty and had no odor. 
The physical findings were normal throughout 
except for the chest which showed some impaired 
resonance, bronchial breathing and increased vocal 
and tactile fremitus in the region of the vertebral 
angle of the right scapula over an area approxi- 
mately 314” x 31%”. The temperature was 105 re- 
ceding gradually by lysis and became normal on 
the 25th day. The pulse rate ranged from 90 to 120, 
and the respirations from 25 to 30 per minute. 
The blood pressure was 105/65. The laboratory 
findings showed: hemoglobin 92%, red blood cor- 
puscles 4,100,000, white blood corpuscles 19,000, 
neutrophiles 85%, lymphocytes 15%, urea nitrogen 
9.34 mg. per 100 cc., creatinine 1.6 mg. per cc. and 
sugar 77 mg. per 100 cc., blood Wasserman nega- 
tive; urine examination showed a slight trace of 
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albumin, an occasional red blood cell and an occa- 
sional leucocyte, and specific gravity ranging from 
1010 to 1025. There was no glycosuria and there 
wére no casts. The electrocardiogram showed no 
abnormality of diagnostic significance. The sputum 
was thin and scanty throughout and showed pneu- 
mococcus type IV Neufeld on one occasion. At 
no time was there any pus or any foul odor. The 
blood culture was sterile. 

X-ray examination on March 2, 1935, the day 
of admission, was reported as follows: ‘There is a 
triangular area of increased density in the periph- 
ery of the middle third of the right lung field, the 
apex toward the mid-line, and the base at the lateral 
chest wall. The lower border of this dense area is 
sharp and clear cut with the upper border slightly 
hazy. The findings indicate a lesion in the lower 
part of the right upper lobe near the lateral chest 
wall. Its pyramidal shape suggests an infarct and 
beginning lung abscess. The cardiac contour sug- 
gests the presence of mitral disease.” (Fig. 1) 


Fig. 1, Mar. 2, 1935. 


X-ray re-examination of the chest on March 10, 
1935, eight days after admission, showed “a definite 
circular area of softening in the area of infiltration 
in the lower part of the right upper lobe. This indi- 
cates necrosis and resolution within the inflamma- 
tory area. The appearance now is even more sug- 
gestive of lung abscess.” (Fig. 2) 

X-ray re-examination on March 26, 1935, twen- 
ty-four days following admission, showed “a 
marked absorption of the inflammatory process in 


Fig. 2, Mar. 10, 1935. 


the right upper lobe. There is still some residual 
shadow which appears to be principally due to 
thickening in the inter-lobar fissure between the 
right upper and middle lobes.” (Fig. 3) 


Fig. 3, Mar. 26, 1935. 


Physical examination at this time showed a rela- 
tively slight dimunition of the breath sounds in the 
region of the angle of the right scapula, otherwise 
no abnormality could be made out. 

The clinical course of the disease was that of a 
moderately severe pneumonia resolving by lysis 
without any special form of treatment. The pa- 
tient’s recovery was uneventful and she was dis- 
charged as well on April 13, 1935, forty-two days 
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after admission, at which time there were no com- 
plaints and all physical signs were normal. 

The patient was seen again as a follow-up case 
on May 15, 1935, four weeks after her discharge 
from the hospital, at which time she felt perfectly 
well and had no complaints. Physical examination 
revealed no abnormalities. The lungs were clear 
and resonant throughout. X-ray re-examination of 
the chest at this time was reported as follows: 
“Re-examination of the chest compared with the 
examination made 3/26/35, shows a complete reso- 
lution of the process in the lower part of the right 
upper lobe, there being only a thin residual circular 
white line indicating the site of the pathological 
process. Otherwise, the lungs show no definite 
abnormality. The heart has apparently diminished 
in size although this cannot be stated definitely, 
because the earlier examinations were not made at 
a six-foot target film distance. At this time, the 
cardiac outline shows no definite abnormality. In 
reviewing the sequence of events in this case as 
shown by the serial roentgenograms the findings 
seem to correspond with an aputrid pulmonary 
necrosis rather than with the ordinary type of lung 
abscess.” (Fig. 4) 


Fig. 4, May 15, 1935. 


Comment 
In reviewing this case it is apparent that the 
diagnosis could not be made from either the clin- 
ical findings or the roentgenological examinations 
alone. It was only by the correlation of the clinical 
findings and the serial roentgenograms that the 
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diagnosis of aputrid pulmonary necrosis could be 
definitely established. Clinically, the case con- 
formed to that of a pneumonia; while roentgeno- 
logically, the findings in any single examination 
would be interpreted as conforming to a lung ab- 
scess. However, as previously indicated this case 
differed from a lung abscess in that there was no 
apparent etiological factor aside from the pneu- 
monia; also in that there was no increased cough, 
foul sputum or clubbing of the fingers. In addition 
there were no symptoms referable to the cavity, 
which healed spontaneously in a relatively short 
time, required no treatment and apparently had 
no effect upon the prognosis. The absence of cough 
and foul sputum was apparently due to the fact 
that there was no communication with a bronchus 
and that there were no organisms within the cav- 
ity to produce an infection with a foul odor. Atyp- 
ical tuberculosis was considered but was ruled out 
by repeated sputa examinations and by the sequence 
of events in this case, which is characteristic of 
those cases of aputrid pulmonary necrosis pre- 
viously described in the literature.* 

The possibility of an aputrid pulmonary necrosis 
should be considered in those cases of pneumonia 
in which the X-ray findings suggest a lung abscess 
and where such marked differences exist between 
the clinical and the roentgenological findings. In 
such cases it is suggested that serial roentgen 
studies should be made and checked with the clin- 
ical course. This is important because the diagnosis 
of aputrid pulmonary necrosis as differentiated 
from lung abscess alters not only the treatment but 
also the prognosis. 
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Discussion 


Dr. Emanuel W. Benjamin, Providence, R. I.: 
The Roentgenograms in this case correspond very 
closely with those published by Dr. Kessel in 
1930. When the area of cavitation first appeared 
within the consolidated region, the Roentgen inter- 
pretation was lung abscess, although the wall of 
the cavity was rather thin for this type of pathol- 
ogy. At this time a consultation was had with the 
medical service and it was found that clinically the 
case did not correspond to lung abscess since the 
patierit did not have any sputum, foul breath, club- 
bing of the fingers, or other signs or symptoms of 
this condition. Because of this discrepancy be- 
tween the clinical and X-ray findings, it was neces- 
sary to modify the Roentgen interpretation so that 
it would harmonize more closely with the clinical 
aspects. Aputrid pulmonary necrosis was then sug- 
gested as a diagnosis to fit this particular case and 
seemed to correspond with all its phases. I sent the 
films and clinical abstract to Dr. Wessler of New 
York, who had been in contact with Dr. Kessel’s 
original cases, and he concurred in the diagnosis. 
Roentgenologically a differential diagnosis could 


not be made from the X-ray findings alone. An 


atypical tuberculous cavity was ruled out by neg- 
ative sputum examination. In closing I should like 
to stress the importance in this case of consultation 
between the clinical and Roentgenological services. 


OUR DEAFENED CHILDREN AND HOW 
WE ARE CARING FOR THEM* 
By Gorvon Berry, M.D. 
36 PLEASANT St., Worcester, Mass. 
A. Introduction 
In inviting me to address you, your President 
suggested that I dwell on the child with defective 
hearing, his problems and how they are being met. 
Such a discussion naturally leads us away from the 
strictly scientific into social and educational fields. 
Some of the medical fraternity have been hesitant 
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about entering these fields. There has been debate 
as to whether we should concern ourselves with any 
but physiological reactions and clinical data. Most 
of us seek a middle ground which strives to hold 
our high scientific attainment, but urges that from 
this elevated position of honor and trust we serve 
as leaders for the struggling handicapped who 
need and deserve wise advice. To whom can they 
more properly go for such help? 


1. Recent National Activities 
Renewed zest was given to national activities for 
our handicapped youth when President Hoover 
called together that notable group of experts at the 
White House Conference in 1931. Following this, 
there were similar smaller assemblies in many 
states. Probably Rhode Island had such. It was my 
privilege to join with others in addressing meetings 
at Springfield and Worcester. We have shown 
further consciousness of our obligations in our 
child labor laws and in our child education pro- 
grams, and President Roosevelt has carried for- 
ward the torch by his efforts for crippled and all 
other handicapped children. As a nation we are 
gradually fulfilling the mandate of the thirteenth 
article of President Hoover’s Children’s Charter 
where we pledge: 

“For every child who is blind, deaf, crippled, 

or otherwise handicapped, and for the child who 

is mentally handicapped, such measures as will 

early discover and diagnose his handicap, provide 


care for treatment, and so train him that he may 
be an asset to society rather than a liability.” 


Certainly the medical profession can whole-heart- 
edly endorse and encourage such a program. 


2. The Physically Handicapped 

How extensive is the task that this pledge under- 
takes? In the White House Conference report the 
totally or partially blind children are estimated at 
sixty-five thousand. The tuberculous list a million 
and a quarter. The cardiac group adds half a mil- 
lion. The crippled includes nearly one-third. of a 
million more. The deaf and the hard of hearing 
children give us the largest group, estimated at 
over three million. Or a grand national total of over 
five million. Here is a challenge to all and especially 
to the doctor who is in the van guard of the attack 
and must be relied on for the early discovery of 
these maladies and for the constructive enterprise 
that relieves the individual ill and institutes pre- 
ventive measures against its spread or recurrence. 


‘Read “petore the Providence Medical Association, 
Oct. 7, 1935 
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B. The Deaf Child 


Of these children whom we are considering this 
evening, those who are so deaf as to be unable to 
carry forward their education in our public school 
system offer the more serious problem. They will be 
found in the 204 schools for the deaf that are scat- 
tered throughout the United States, and which 
care for a total of 19,627 pupils. Here one finds the 
little tots who have lost perhaps forty per cent or 
more of their hearing so that special educational 
methods have to be applied. I wish there were time 
to discuss at length the fascinating story of the early 
development of the art of teaching them to speak, 
and of training their receptive but isolated minds 
to enter into and take part in the world around 
them. Shut out and with such limited human con- 
tacts, they run wild and partake of a simple animal 
existence until such devoted and skilled workers 
as Mr. Crouter take hold. Reference must, how- 
ever, be made to Jeanie Lippitt and the important 
part she played. Her father, Henry Lippitt, was 
Governor of Rhode Island. The year was about 
1860. When four years of age, Jeanie lost her hear- 
ing and was losing her speech. Her mother with 
rare foresight began to investigate the available 
means for her education. She could send her to the 
“American Asylum for the Deaf and Dumb” at 
Hartford which at that time was using the sign 
language and manual spelling. Such a program, 
however, would not permit Jeanie to enter the 
normal world around her. The mother learned that 
in Germany, lip reading and actual speech was 
being taught these deaf children. Nothing daunted, 
she discovered all she could and began to teach the 
child herself. A few years later, eighteen year old 
Roscoe Greene, also of Providence, deafened by 
illness at seven, studied for eight months under 
Miss Harriett B. Rogers at Chelmsford, Massa- 
chusetts. In the meantime, John Clarke of North- 
ampton, realizing the need, decided to devote almost 
his entire fortune to the establishment of a school 
for the deaf. A charter was sought but the solons 
on Beacon Hill could not persuade themselves of 
the need. Finally in 1867, in Mrs. Josiah Quincy’s 
3oston home, state officials, legislators, clergymen 
and teachers assembled to hear deaf Jeanie Lippitt 
and Roscoe Greene demonstrate how easily and 
naturally they could talk with each other and with 
their audience about their life in Providence, and all 
skepticism and opposition was swept away. The 
charter was granted and the Clarke School became 
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the pioneer in changing existing educational pro- 
cedures for the deaf in the United States. Not long 
after, Rhode Island opened its school under the 
leadership of Mr. J. W. Homer. Later came Mrs. 
Anna C. Hurd, contributing twenty-six years of 
faithful service, the last fourteen as its principal ; 
to be succeeded two years ago by Mr. John Yale 
Crouter whose name enjoys the double heritage of 
his illustrious father, for many years the principal 
at the Mt. Airy School for the Deaf which fur- 
nished us the majority of our teachers for the war- 
deafened soldiers at Cape May, and of Miss Car- 
oline A. Yale who as principal of the Clarke School 
was for so long an outstanding leader in this work. 
My tale cannot fittingly be closed, however, without 
one further reference. Jeanie Lippitt married Mr. 
William Weeden and still lives at Wayland Manor 
here in Providence, where she continues to exert 
a positive and benignant influence on this work 
that is so dear to her heart. Should any of this audi- 
ence chance to know this gracious lady, I hope he 
will tell of the tribute we reverently pay her and 
her pioneer mother. 


1. The Rhode Island School for the Deaf 


Are you gentlemen familiar with your School 
for the Deaf at 520 Hope Street ? It operates under 
the General Laws of Rhode Island. The Trustees 
are nine in number, serving as a rotating body, each 
for a term of six years. They are appointed by the 
governor with the advice and consent of the senate. 
Section 6 tells us that all children between three and 
twenty years of age whose parents or guardian are 
legal residents of the state, and “whose hearing or 
speech, or both, are so defective as to make it inex- 
pedient or impracticable to attend the public schools 
to advantage, may attend the Rhode Island School 
for the Deaf without charge, under such rules or 
regulations as the Board of Trustees may estab- 
lish.” Section 7 makes this attendance compulsory 
unless the Board of Trustees permits otherwise. 
The annual report of this School includes notes 
from the pediatrician, Dr. Frederick A. Smith; the 
otologist Dr. Francis B. Sargent; the oculist, Dr. 
N. Darrell Harvey. Last year the operating budget 
was $61,330.70 and the total enrollment was 116 
pupils. Ground was broken in December for a beau- 
tiful and long needed Industrial and Physical 
Training Building. You have reason to be proud 
of your School for the Deaf. 
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2. Causes of Profound Deafness 


As doctors we are interested in the causative fac- 
tors occasioning this deafness. Recent investiga- 
tions at the Clarke School find 50% to be of known 
congenital origin ; 16% of probably congenital ori- 
gin; 12% caused by “nose and throat diseases” ; 
14% by meningitis ; and 8% by toxic neuritis, the 
result of acute infectious diseases. A review of the 
severity of the hearing loss shows the meningitic 
form to be the most profound, then the congenital, 
and least severe are those from “ nose and throat 
diseases” ; the amount of the loss running from 
nearly total up to an approximate forty per cent 
loss in hearing. None of the children showed abso- 
lute deafness. Most of these had acoustic nerve (or 
perception) deafness, but in many some catarrhal 
(or conduction) deafness was superimposed. In 
some instances, the deafness progressed during 
their school stay. From a medical standpoint, we 
then find that we can do little for these youngsters, 
but we can help the next crop. First, the congen- 
itally deaf should not inter-marry and have chil- 
dren. And this rule goes down through several gen- 
erations, for case-histories show that the deafness 
may skip one or two generations and then break 
out again. Second, our earnest efforts in behalf of 
babies with high septic temperatures, whether men- 
ingitic or acute-infectious or of unknown origin, 
will surely lessen the resulting incidence of acoustic 
nerve deafness. Third, our conscientious attention 
to ear conditions in all feverish babies will discover 
and control many latent cases of acute middle ear 
sepsis, which otherwise may furnish the 12% of 
deafness due to “nose and throat-diseases” that we 
have listed. Fourth, we must control in so far as 
possible all nasal disturbances whether great or 
small, which are known to have an aggravating in- 
fluence on existing deafness. 


C. The Hard of Hearing Child 


Turn now to the less severe but very much larger 
problem: The hard of hearing child. Here we are 
dealing with three million scattered the length and 
breadth of the land. These range roughly from a 
ten per cent to a forty per cent hearing loss. In 
contra-distinction to the deaf cases we have been 
considering, these are more of catarrhal origin, 
with otosclerotic forms supervening in some. 
Whereas the education of the deaf has been slowly 
developed into a high art, that for the hard of hear- 
ing is new and far less developed. The first task 
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was to find them, for strangely enough, in most 
instances neither parent nor teacher nor child were 
able to discover the deafness until it was quite pro- 
nounced. Asa result of the urging of the American 
Society for the Hard of Hearing, ten years ago 
acoustic engineering in the Bell Telephone Labora- 
tories developed the 4-A or phono-audiometer, a 
group testing machine for use in our schools. This 
is not a diagnostic test but a sifting-out test. Forty 
children march into the room where the apparatus 
is set up. Each child has his own receiver, and pro- 
ceeds to write on a form sheet the numbers he 
hears given from the phonograph record. These 
numbers are successively spoken in accurately 
decreasing intensity. The child with diminished 
hearing cannot hear the softer numbers. In fifteen 
minutes the group has recorded its individual hear- 
ing acuities and has made way for the next forty. 
All with nine sensation units (decibels) loss are 
retested. From these efforts as they are conducted 
right through each local school system, are found 
all the doubtful cases, and in their early stages. 


1. The Otological Aspect 


At this point is presented the double problem: 
The otological and the educational. That otologist 
who earnestly seeks to prevent deafness has the 
golden opportunity to review these incipient cases 
and institute earnest remedial efforts. He may find 
a foreign body in the ear and correct the entire 
trouble by its removal. There may be an acute cold 
and the hearing may return to normal when this 
cold subsides. This means that measures must be 
instituted to prevent these recurring colds. Possi- 
bly the adenoids are obstructing or the tonsils dis- 
eased or dietetic and hygienic procedures need radi- 
cal review. Here is a constructive opportunity for 
each of us who concerns himself with the health of 
our growing children. In practice, it has been found 
best to refer all these questionable cases either to a 
private otologist or to some free diagnostic clinic, 
depending upon the financial status of the parent. 
When the trouble has been determined, then the 
remedy may be attempted. The mass result of such 
an effort as it is being practised in many of the 
leading cities of the country is great and far- 
reaching. 


2. The Educational Aspect 


Now we are ready to take up the educational pro- 
gram. Perhaps the otologist has ascertained that he 
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has here not a local pathology but a suspected men- 
tal deficiency. This urges a psycho-analytical re- 
view. But whatever means are employed, the end 
result is definite knowledge in the hands of the 
school department as to the physical handicaps to 
be considered in the educational handling of each 
child. For many, a little sympathy and help from 
the teacher is all that is needed. The child should 
be placed near the teacher, with his better ear 
toward her, and with the light from the window 
shining on her face so that he can read her lips and 
watch her expression. If this is not enough, he 
should take lip-reading lessons two or three times 
a week. The children learn it more easily. It is 
surprising what help such a program gives. They 
do not need to be segregated. One lip-reading 
teacher, travelling from school to school, can teach 
many children during a week. This has proved of 
such vital importance that he is penny-wise who is 
not willing to change the child’s weekly schedule 
and include these three periods of lip-reading 
instruction. 


3. Audiometric Tests in Providence 


How is this program being developed here in 
Providence? Dr. Charles B. Lewis, the director of 
the Health and Physical Education Department of 
your school system, has kindly given me some 
figures. You will be interested in the main items. 
Providence has secured a phono-audiometer and 
has tested the grade and trade schools, above the 
third grade. The total number tested was 20,836. 
The final result showed 900 or 4.32% with appre- 
ciably defective hearing. With the help of the Prov- 
idence Parent Teachers Association, the Provi- 
dence League for the Hard of Hearing has been 
able to secure a 4-A audiometer and conduct school 
tests in two rural communities. In Smithfield 557 
pupils were tested. These showed 4.3% with im- 
paired hearing. In Newport County 6% of the 1256 
children were similarly hard of hearing. 

The latest Massachusetts figures give 110 cities 
and towns having audiometric tests made in their 
public schools. 

A recent government project in New York City 
carried forward under the guidance of the New 
York League for the Hard of Hearing shows tests 
conducted in 595 schools on 605,549 children show- 
ing a percentage of 11.21% with defective hearing. 
Before this survey was made, the national figures 
showed: 
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School Hearing Tests—United States 

Date 1934-1935 
Number of 4-A Audiometers used 168 
Children tested 1,130,123 
9 S. U. loss or more 

“in percentage 
Examined by otologists 
Hearing restored 
Hearing improved 
Having lip-reading 
Cities reporting lip-reading classes 


Providence has made a good start but there is 
still much to do. I am hoping that Dr. Lewis will 
soon be able so to organize his staff and to secure 
your medical help that he can put this information 
to practical use. First, he will need, either in the 
health department or through volunteer service, 
the otological assistance that will examine all these 
children and determine what is the matter. Second, 
this examination will determine whether any thera- 
peutic aid should be applied and will recommend 
such application, either through private offices or 
through clinical facilities. Third, the school pro- 
gram must then be so adjusted for each child as to 
make up for his physical handicap. This means 
special class room attention, and lip-reading classes, 
and in cases of extreme deafness a sending to Mr. 
Crouter’s school for the expert and specialized care 
he can give. 


4. The Expense of Retardation 


Some of the city fathers may question the need 
of such a program, raise objections to the labor and 
expense. The American Society for the Hard of 
Hearing appointed a commission of national 
figures (two prominent otologists, a renowned 
acoustic engineer, a nationally known lip-reading 
teacher) to make an inclusive report. Let us see 
what they have to say about the expense of letting 
things take their course. I quote: 


“In one city where 3,163 children were tested 
with the phono-audiometer the per capita cost was 
estimated at 12 cents. In a school in the foreign 
section where lack of means and of education re- 
sulted in poor hygiene and little or no medical care, 
the percentage of deafness was found to be 25 per 
cent. In a school where the pupils came about 
equally from the foreign and the middle class 
American, it was 15 per cent. Where the children 
were all from middle class families, the percentage 
was 10, and in a private school, of children from 
the homes of wealth, the percentage was less 
than 1.” 

“There is waste of money in educating the hard 
of hearing child by ordinary methods: in one 
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school fifty-seven hard of hearing children re- 
peated 66 classes; while fifty-seven of normal 
hearing, picked at random from the same school, 
repeated 18 classes. Or again, in another city, a 
careful study of all retarded pupils showed that 
hard of hearing children who had to repeat grades 
were three and one-half times as many as those 
of normal hearing.” 

“The following statement gives examples of 
retardation in two groups of children: 


“349 Hard of Hearing 136 Hard of Hearing 

Children Children 
Number up to Grade............... 138 48 
Repeated 1 83 38 

3 years 45 16 

4 years 13 7 

5 years 9 

6 years 1 1 


88 repeated a grade 
72 times, costing this 
one school, $10,800.” 


211 repeated a grade 441 
times, at a cost of $60 each 
time—total $26,460. 


5. The Psychological Aspect 


We as doctors know that the pecuniary loss is 
the smallest item. What of the neglect and igno- 
rance, economic futility and unhappiness that arises 
when the hard of hearing child drops back through 
successive classes, to become a failure in school and 
a social and economic burden throughout his life. 
It does not even end there. Picture Jack as an ener- 
getic boy of fifteen who has dropped back three 
years, not because of lack of mental activity but 
because his deafness isolates him from his teacher 
and his fellows. He is placed with children three 
years younger, who though physically inferior 
prove themselves mentally his superior. Jack wants 
to express himself and earn the admiration of his 
fellows as much as any other sturdy boy. He must 
make use of such means as he has at hand. One is 
his physical advantage. So he fights readily, be- 
comes a bully among his playmates, enjoys thus a 
leadership of sorts. One day he unwittingly lies 
and gets away with it. He finds himself somewhat 
of a hero. Stealing is not difficult, and petty thievery 
is added to his accomplishments. Wrong yes, but 
who is there to say him nay? He is doing the best 
he can toward adjusting himself in a hostile world. 
Here is being bred the shiftless ne’er do well or the 
criminal. Or consider Mary, two years his junior. 
She is made of gentler stuff. She is keen but how 
she does have to work to keep up. She has found 
that by watching the teacher closely she can seem 
to understand a good deal better. She gets part 
and guesses the rest. Often she errs and is marked 
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wrong as a result, but with very close attention and 
painstaking effort she manages to maintain an 
average rank. Teacher has noticed how intense she 
is, catches her in irritable moods, finds her twitch- 
ing at times, decides she will grow into a neures- 
thenic, warns her unsympathetic mother she had 
better consult a doctor for her nerves. But though 
Mary manages in the class room, recess is a dif- 
ferent matter. Her playmates find her queer, she 
does not seem to do her share in games, they get 
along better if she is left out of the fun. Mary sees 
them talking together and wonders what unkind 
things they are saying. Increasingly she gives the 
teacher some excuse for staying in at recess. At 
home, she meets with similar difficulties. Her doll 
and her pussy cat seem to be the only ones to under- 
stand. Sooner than the allotted time she steals off 
to bed, where lonely and unhappy she cries herself 
to sleep. 

Nor need the story be like this. Here is one with 
a far different ending. “This hard of hearing boy 
had repeated his classes over and over again. The 
local system required his remaining at school until 
he was sixteen. He was extremely unhappy, becom- 
ing despondent, morose. Finally his parents inter- 
viewed the authorities in an effort to get him ex- 
cused from school in the hope that he could learn 
some trade. The doctor examined his ears and dis- 
covered the damage irreparable, but he insisted 
that lip-reading be tried. This was done. He no 
longer dropped back but forged ahead, graduated, 
went through college and post-graduate work and 
now is a professor of mathematics in a western 
university. That one change made a pitiable failure 
into a splendid success. Who knows how many 
failures we are not finding ?” 


D. Organized Work for the Hard of Hearing 


In so far as I know, the hard of hearing are 
the only one of these different physically handi- 
capped groups that has deliberately and fairly 
successfully set out to study and remedy its own 
problems. They have banded themselves into a 
national organization called the American Society 
for the Hard of Hearing. It is made up of about 
one hundred and fifty local leagues or groups. The 
Providence League for the Hard of Hearing is one. 
This organization was founded thirteen years ago 
and now boasts 113 active members. It enjoys club 
rooms in a down town section so that it will be easily 
accessible. These rooms at 42 Weybosset Street, 
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are open every week day from one until half past 
four and a secretary is there to welcome guests and 
give such information and help as is desired. Mr. 
Edwin J. Tetlow is the leader. A few of your 
members are helping by serving on the Advisory 
Board. I hope each and every otologist in the city 
will lend a hand by becoming a member and paying 
the nominal dues and supporting this splendid work 
in every way that he can. Note briefly some of the 
many services this group is rendering your com- 
munity: a circulating library, illustrated lectures 
for the hard of hearing and their friends, social 
assemblies, free lip-reading classes, advice in the 
selection of hearing aids, help in securing em- 


ployment. 
1. Adjustments 


These leagues have young as well as old in their 
number. The two main crutches or helps they offer 
these handicapped is: the lip-reading, and the me- 
chanical hearing-aid or ear-phone. Both have their 
important part to play. Lip-reading offers the ad- 
vantage that it is always at the individual’s com- 
mand. The disadvantage is that it is a difficult art 
to learn and requires patience and perseverance and 
good eye-sight. Also it requires good illumination 
on a face that it not covered by a mustache, and 
sufficient nearness to permit the identification of 
lip-movements. Fortunately children learn this art 
more easily. If a child has a moderate amount of 
deafness (say a 15 S. U. loss) or a very mild but 
progressive form, let me earnestly urge you to see 
to it that he gets this opportunity. It will be a real 
asset, even if the hearing should return later, and 
what a blessing it has proved to all who need it. 
The ear-phone is simply a magnified telephone. 
Certain types of deafness hear comparatively well 
over the telephone, while others find the amplified 
sounds very confusing. Manufacturers are improv- 
ing the instruments every year and they are being 
made to fit the individual need. There are many 
here in this audience who have some slight hearing 
impairment. The time will unquestionably come 
when mild cases of deafness will gain comfort and 
pleasure from a nicely adjusted and inconspicuous 
car-phone, just as many of us could manage with- 
out our spectacles but would not think of doing so. 
It takes a little time to get used to them, they are at 
times a nuisance, the batteries need replenishing ; 
but even with all this, what a blessing they are. And 
also, how many there are that should, who do not 
avail themselves of their delight. 


2. Compensations 
If we stop to think or inquire, we discover that 
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relatively few of us are! without some physical 
handicap. As it gradually impressed itself upon our 
consciousness, we were either stumped by it or took 
measures to surmount it. In so far as we were 
successful in the latter, we have adjusted ourselves 
and do not permit the handicap to disturb our effi- 
ciency or our tranquillity. It cheers us sometimes 
to review what others have done to win through. 
History is full of stirring illustrations. Do you 
recall how Moses saw a flaming fiery bush out of 
which came a Voice bidding him go down to 
Pharaoh and tell him to let the Children of Israel 
go? Moses begged off because he stammered. 


“And Moses said unto the Lord, O my Lord, I 
am not eloquent; but I am slow of speech and of 
a slow tongue. And the Lord said unto him, Who 
hath made man’s mouth? or who maketh the dumb, 
or deaf, or the seeing, or the blind? Have not I the 
Lord? Now therefore go, and I will be with 
thy mouth and teach thee what thou shalt say.” 


Moses obeyed and became the Leader and Deliv- 
erer of a Great People. Demosthenes too had an 
impediment in his speech. He went down to the 
sea-shore, put pebbles under his tongue and tried 
to shout above the noise of the pounding surf. So 
was molded the silver-tongued orator: that swayed 
the Athenian mob. Lord Byron, the cripple, swam 
the Hellespont. So did a splendid young lady pa- 
tient of mine who was very hard of hearing but 
would not let it keep her from the normal active 
life she craved. What good did that do her? It 
showed her that though handicapped, she could go 
out and do and dare. Pavlowa had trouble with 
her back but fought through to become the world’s 
greatest dancer. The blind Milton saw visions that 
we who see can scarcely fathom. Beethoven though 
deaf created symphonies that will continue to bless 
a music hungry world. 

Is my argument clear? Nature compensates. 
The wind-swept tree sends out deeper roots; the 
northern animal grows a heavier fur. A Helen 
Keller may not show by test that her sense of touch 
is any more acute, but the things this sense of touch 
tell her are past our understanding. The little deaf 
children can make sense out of lip-movements 
which are a confused jumble to you and to me. In 
a recent employment survey in Worcester, one of 
our agents was astonished to discover that some of 
the hard of hearing people were holding better jobs 
than hearing men of the same social and educa- 
tional level. Their impaired hearing was a handi- 
cap but adjustments had been found and these men 
had surmounted their handicap to ultimately’excell 
over their fellows in their given task. 

( Continued on page 189) 
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EDITORIALS 


MEDICAL TEACHING IN 
RHODE ISLAND 


To one in the practice of medicine in any of its 
branches in the urban or country districts of Rhode 
Island the thought constantly recurs that in the 
large clinics in Providence and its environs a splen- 
did opportunity for medical teaching is going to 
waste. Here in the greatest concentration of popu- 
lation in New England, Boston excepted, with 
clinical facilities unequalled except in the Massa- 
chusetts capital, it seems unfortunate that the pro- 


fession and the people of the state do not partake of 
the advantages that are enjoyed by those who 
inhabit a medical teaching center. This subject has 
been mentioned repeatedly in the JouRNAL and will 
continue to be discussed until the day when a class A 
medical school is established. 

At the present time a healthy spirit of self teach- 
ing and study prevails in the large hospitals with 
department meetings, lectures to the house staff, 
clinico-pathological conferences and so forth—all 
of which are of excellent service as far as they go. 
In addition to this in at least two of our clinics 
undergraduates from one of the Boston Medical 
Schools are regularly assigned for work. The state 
and district societies have never put on better pro- 
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grams in their scientific meetings and it is to be 
noted that a healthy proportion of home talent is in 
evidence. Add to this the fact that sporadicattempts 
to establish some post-graduate teaching have been 
made—thus far, it must be admitted, without 
marked success—and it is evident that the profes- 
sion is alive to the situation and is doing its best 
under the circumstances. 

What of the need of another class A school in 
New England? At the present time one of the 
Boston Schools is able to accept not much over one- 
tenth of those that apply. The demand is great and 
will not be denied. When the bars of the class A 
schools are raised against those of the candidates 
who are less acceptable what happens? A large 
proportion of them, instead of deciding to take up 
some other less attractive career, persist and fill the 
rolls at inferior schools here or abroad, each man 
later to establish himself as a badly trained practi- 
tioner, a public menace and a drag on medical prog- 
ress—or else tragically to find the bars of state 
registration raised against him with no recourse but 
a career of charlatanism or a search for a haven 
elsewhere in which he can eke out a semi-honest 
living. Another class A school would make efficient 
practitioners of many such men and would aid the 
forces at work to close the diploma mills. To estab- 
lish such a school clinical facilities are not lacking, 
able clinicians are available, teachers in the labora- 
tory branches are obtainable. Everything is ready 
except one thing, which will be needed in no small 
amount—money. 


CARE OF DEAFENED CHILDREN 


The Providence Medical Association was fortu- 
nate last month in hearing Dr. Gordon Berry of 
Worcester tell about the work that is being done for 
deafened children. New Haven, Boston, Spring- 
field, Portland and Worcester are active in this, but 
the rural districts are not so well off. Unfortu- 
nately, in Rhode Island, except for our excellent 
school for the deaf, little has been done, and these 
several thousand deafened children are growing up 
without special care, to lead in many cases unhappy, 
frustrated lives. 

A program for deafened children has three steps: 
(1) testing of all children in order to recognize 
early deafness; (2) otologic diagnosis and treat- 
ment ; (3) educational care, including special class- 
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room ‘privileges and lip reading instruction and 
practice. 

The strictly medical part of the problem would 
seem to be best handled by having an otologist go 
into the schools to see the questionable cases and 
then have the truly deafened cases referred to a 
private otologist. 

A committee of the Providence Medical Associa- 
tion has been appointed to help advance this pro- 
gram in the City of Providence. The need of such a 
program in the rural districts of the state is even 
more pressing. We physicians should bear this 
problem in mind and give the program a push when- 
ever we have a chance. 


OUR DEAFENED CHILDREN AND HOW 
WE ARE CARING FOR THEM 


(Continued from page | 87) 


To us who would “grasp this sorry Scheme of 
Things entire, and re-mould it nearer to the Heart’s 
Desire!” a program looking toward furnishing to 
the handicapped the means of adjustment has a 
special appeal. The White House Conference 
formulated a Bill of Rights which expresses this 
idea in better words than I can command. 


“The handicapped child has a right :— 

1. To as vigorous a body as human skill can give 
him. 

2. To an education so adapted to his handicap that 
he can be economically independent and have the 
chance for the fullest life of which he is capable. 

3. To be brought up and educated by those who 
understand the nature of the burden he has to 
bear and who consider it a privilege to help 
him bear it. 

4. To grow up in a world which does not set him 
apart, which looks at him, not with scorn or 
pity or ridicule—but which welcomes him, ex- 
actly as it welcomes every child, which offers 
him identical privileges and identical responsi- 
bilities. 

5. To a life on which his handicap casts no 
shadow, but which is full day by day with those 
things which make it worth while, with com- 
radeship, love, work, play, laughter, and tears— 
a life in which these things bring continually 
increasing growth, richness, release of energies, 
joy in achievement.” 


E. Conclusion 

My remarks have touched but the high spots. 
Only so can I attempt the entire story in this short 
space. This is confessedly not purely a medical 
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problem, but early in its progress it must neces- 
sarily come before a doctor for review and advice. 
We are busy people. We are constantly having our 
sympathies called upon. By necessity we have built 
up a sort of defense mechanism which leads some 
to consider us “hard-boiled.” But you know and I 
know that no group is more sensitive to real suffer- 
ing or more anxious to alleviate pain or set the 
crooked straight. The physically handicapped 
never seek our help in vain; we are proud of this 
attribute, loyal to this heritage. I come tonight to 
tell you of a little understood group that deserves 
our best skill and our keenest understanding. I 
thank you for the privilege of addressing you about 
them. I bespeak at your hands, and at the hands 
of your public officials and educational authorities, 
the kindly support and help these unhappy and 
deserving children so need. 


SOCIETIES 
THe ProvipENCE MeEpIcaL ASSOCIATION 


The regular monthly meeting of the Providence 
Medical Association was called to order by the 
President, Dr. Wm. P. Buffum, Monday evening, 
Oct. 7, 1935, at 8:55 o’clock. The records of the 
last meeting were read and approved. The Stand- 
ing Committee having approved their applications 
the following were elected to membership: 

Dimetra Tsina-Elia, Vincent T. A. Bianchini, 
Mary Corcione, Jos. C. Flynn, Harold F. Harring- 
ton, Walter E. Hayes, Howard G. Laskey, Samuel 
Pritzker, Rodrigo P. DaC. Rego, Michael A. 
Tarro, Fredr. A. Webster, Daniel D. Young. 

Dr. Arthur T. Jones read an obituary of Dr. 
John W. Keefe. It was voted to spread this on the 
record, send a copy to the family and print it in 
the JoURNAL. 

The Standing Committee having advised such a 
motion, it was voted that the President appoint a 
committee of seven, with the President ex-officio 
in addition, to consider the advisability of adopting 
plans for the medical care of the low income group. 

Mr. Russell of the Lions outlined a plan of cam- 
paign for the examination of 1,000 well babies with 
reports of defects and recognition and prize for 
the best with attendant publicity for educational 
purposes. Our approval and support was voted. 
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Dr. Gordon Berry of Worcester read a paper on 
“Our Deaf Children and How We Are Caring for 
Them.” It was a treat to hear such a beautifully 
prepared and presented paper and he paid us the 
compliment of writing it from the viewpoint of 
Providence’s especial part in this work. 

It is estimated that there are 3,000,000 hard of 
hearing in the country and it is a problem to care 
for those too deaf for the ordinary schoolwork. 
There are 204 schools for the deaf with an enroll- 
ment of 19,637. 

Jeannie Lippitt of Providence about 1860 was 
taught lip reading by her mother and a few years 
later Roscoe Greene of this city also learned it. 
A demonstration by these two led to the founding 
of the Clarke School, the pioneer in the United 
States. The Rhode Island School for the Deaf 
carries on this work here. Fifty per cent of the 
deaf are of congenital origin and these should not 
intermarry. In the care of the deaf the first task is 
to find them, and in the schools the audiometer 
testing 40 at a time does this. Lip reading and 
mechanical aids to hearing of course are the out- 
standing helps and there are now classes for the 
former in 55 cities. Luella McDonald, a young girl 
who has studied lip reading for a few months, gave 
an interesting exhibition under the able showman- 
ship of Dr. James W. Leech. 

On the motion of Dr. L. B. Porter it was voted 
that the President discuss with the Standing Com- 
mittee the advisability of having a committee ap- 
pointed to confer with other interested groups in 
formulating a plan for constructive co-operative 
action in dealing with hard of hearing children. 
Dr. McCabe discussed this 

Dr. Adolph W. Eckstein showed movies of the 
Emergency Treatment of Fractures from the Frac- 
ture Service of the Rhode Island Hospital, accom- 
panying it with an explanatory talk. During the 
war the army traction splints saved shock and suf- 
fering by means of fixation and traction easily 
applied. Using practically this apparatus the in- 
ternes on the ambulances “splint them where they 
lie.” These pictures are used to instruct the in- 
ternes and the public. Dr. Danforth discussed this 
work. 

The meeting adjourned at 10:55. Attendance, 
117. Collation was served. 

Respectfully submitted, 
PETER PINEO CHASE 
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December, 1935 
IMPORTANT NOTICES 


AS TO BOOK REVIEWS 


Books received for review are the property of the 
Rhode Island Medical Society. 

Inasmuch as it is a compliment to be asked to 
review a scientific book, it is to be hoped that the 
review may be finished within a period of thirty 
days, the book sent to the Society’s library and 
review to the Editor. 

Should sixty days elapse before receipt of book 
(and review) the matter must be referred to the 
discretionary action of the Society in the recovery 
of its property. 


To insure prompt attention, the readers of this 
JouRNAL are advised: That matters pertaining to 
advertising, mailing and accounts should be ad- 
dressed the Business Manager, Dr. C. W. Skelton, 
106 Francis Street, Providence, R. I. 

Other matters, books for review, notices, manu- 
script, letters, reports of meetings, and all affairs 
of literary nature should be addressed to the Editor, 
Dr. Frederick N. Brown, 309 Olney Street, Provi- 
dence, R. I. 


Drs. Fulton and Wells announce that Dr. Frank 
B. Cutts, after November 1, 1935, and Dr. John C. 
Ham, after January 1, 1936, will be associated with 
them. 


BOOK REVIEWS 


YEAR Book oF GENERAL THERAPEUTICS, 1934. 
Fantus. p. 462. The Year Book Publishers, 
Chicago, 1935. 


Always a welcome volume. Well indexed, well 
arranged, it has most of the advances in therapeu- 
tics. The editor does not comment on his articles 
as much as usual. The preface alone—five pages— 
gives a review of the newer advances in medicine. 
This book contains a great deal of meat and priced 
at a little over two dollars, makes one of the most 
inexpensive medical books we have. It will always 
be referred to in every-day practice. Flexible cov- 
ers might be a welcome change to the Year Book 
publications. 
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YEAR Book oF GENERAL MEDICINE, 1934. Dick, 
Brown, Minot, Stroud and Eusterman. p. 483. 
Year Book Publishers, Chicago, 1935. 


Full of good stuff. The editors have read their 
selections carefully and their comments alone are 
extremely valuable, for these comments bring out, 
in a few words, the minds of the editors. Part One 
is Infectious Diseases; Part Two, Diseases of the 
Chest; Part Three, Diseases of the Blood and 
Blood-forming Organs ; Part Four, Diseases of the 
Heart and Blood Vessels; Part Five, Diseases of 
the Gastro-Intestinal Tract. Each department is 
well covered. Take the section of Blood Diseases, 
for example. It is evident that Minot and Costle 
take this work very seriously. They give intimate 
comments as they go along. And these comments 
are priceless. This volume is one of the best the 
reviewer sees and each year he looks forward to its 
publication. It is an inexpensive book — about 
$3.00. Flexible covers would improve it. Every 
inch of space on the pages is utilized. The type is 
easy to read. 


Title: “Review of Medical Progress — 1935.” 
Editor-in-Chief : George Morris Piersol, B.S., 
M.D. Assistant Editor: Edward L. Bortz, 
A.B., M.D. Publisher: F. A. Davis & Com- 
pany, Philadelphia, Pa. 

This volume of about 1200 pages is bound in a 
flexible leather covering of good quality and the 
print is very easy to read. Besides the editor-in- 
chief and the assistant editor, there are forty-six 
associate editors, most of them located in Philadel- 
phia. Several of them, however, are located in 
New York, Chicago, Boston, and elsewhere. All 
the editors are associated with medical school 
teaching or else with large hospitals, and each was 
selected to write a chapter on his particular spe- 
cialty. 

The subject contents are largely confined to new 
things which have appeared within the last year or 
two in the literature and the experience of the 
authors in their particular specialty. 

All the specialties are included as well as general 
medicine, surgery, and chapters appear on radiol- 
ogy and pathology, and a very good chapter on 
therapeutics and physical therapy. 

It is well illustrated with eighty-nine good illus- 
trations. 

This book is particularly valuable to the general 
practitioner as well as to the specialist. 
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Radiation Therapy of Renal Cortical Neo- 
plasms. Waters et al., The Southern M. J., 4:290, 
1934, point out that tumors of the hypernephroma 
type and embryonal carcinomata are radiosensitive 
and that irradiation has caused a striking reduction 
in the size of radiosensitive renal tumors. Normal 
renal tissue has not been damaged in the authors’ 
cases. 

Subacute Bacterial Endocarditis. There is evi- 
dence to indicate that the streptococcus probably 
requires a previously diseased or abnormal endo- 
cardium on which to implant itself, according to 
Weiss, Arch. Int. Med., 54:710, 1934. Tonsillec- 
tomy or extraction of a tooth may closely antedate 
the onset of symptoms, indicating that trauma of 
an infective focus may produce transient bactere- 
nia and thus play a part in promoting implantation 
on the endocardium. (In senile patients, the ex- 
traction of a tooth is sometimes followed by coro- 
nary symptoms.—T.) 


* * * 


Effect of Theobromine on Peripheral Vascular 
Disease. Scupham, Arch. Int. Med., 54:685, 1934, 
concludes that theobromine and its salts, particu- 
larly theobromine sodium acetate, act as peripheral 
vasodilators and that they are useful in the treat- 
ment of peripheral arteriosclerosis and early cases 
of thrombo-angitis obliterans where there is a 
large element of angiospasm. 


Sinusitis in Children. Marks, Kentucky M. J., 
5 :214, 1935, states that digestive disorders, gastro- 
enteritis, rheumatic fever, arthritis, nephritis, pye- 
litis, cardiac failure with muscular changes and 
asthma sometimes follows sinusitis in children and 
in chronic cases—anemia, loss of appetite and mal- 
nutrition are quite common. (Very common and 
not too often recognized. There are many chest 
conditions which look like t. b. which clear up when 
sinusitis is cured. Any child who does not eat well 
or wlio has a chronic nasal irritation should be sus- 
pected of having sinusitis. Many have no symp- 
toms referable to the sinus. One can get an abscess 
in the antrum without local symptoms.—T. ) 


* * * 


Joslin’s new book on diabetes is a masterpiece. 


COMMENTS UPON MEDICAL TOPICS 
By Matrorp W. THEw Is, M.D. 


Epival. Veal, Hamilton and Farrington, New 
Orleans M. and S. J., 11:746, 1935, state that their 
experience with epival intravenously as an anes- 
thetic has been satisfactory in 100 cases. They 
warn to use it in selected cases for procedures of 
short duration. Contraindicated in liver or renal 
damage, hyper or hypotension, cachetic, toxic and 
debilitated cases. It is a potent drug and it carries 
with it the risk inherent to all intravenous 
anesthesia. 

Examination of Oysters and Water from Narra- 
gansett Bay. Fisher and Acker, Public Health 
Reports, 50: 1449, October 18, 1935, conclude that 
the quality of the water is better in winter and 
early spring than it is in the late fall and as the 
quality of the water is better in winter and spring 
than in the fall, so also does the quality of the 
oysters tend to improve. A marked improvement in 
the quality of oysters occurs within about 1 deg. C. 
of the freezing point. (There is a great deal of pub- 
lic health work to be done in the State. More funds 
must be forthcoming to carry on. There are many 
areas where shell fish are grown where the water 
could be improved the year round by better sewage 
conditions. We still have a zero rating at Washing- 
ton in public health work, due to lack of organiza- 
tion and lack of funds. The present department of 
health in this State is doing excellent work.— 
M. W. T.) 

Numbness in the toes may be a sign of prostatic 
disease. 

Chronic Arthritis. Walter Bauer, N. E. J. M., 
14: 652, 1935, prefers to think of rheumatoid 
arthritis as a chronic infectious disease of unknown 
origin, unrelated to focal infection. He says: “If 
one carefully studies and follows a group of 
patients with rheumatoid arthritis for a long period, 
he finds it increasingly more difficult to obtain con- 
vincing evidence favoring either the focal infec- 
tion, toxic, allergic, or eclectic theory.” He looks 
upon rheumatoid arthritis as a chronic disease of 
unknown etiology, characterized by remissions and 
relapses. It is important to remember that such 
remissions may occur when least expected and may 
last months or years. (Coming from such an 


authority, we must forget some of our pet theories. 
—M. W. T.) 
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ADVERTISEMENTS XVII 
HARVARD MEDICAL SCHOOL Economical 
COURSES FOR GRADUATES 5-Ib can of 
Cocomalt 
for hospitals 
institutions 
Endocrinology and 


Metabolism 


given by DR. FULLER ALBRIGHT 
| at the 
Massachusetts General Hospital 
January 20 to February 1, inclusive; 
daily 10 A. M. to1 P.M. 
FEE $50 


Apply to Assistant Dean 
Courses for Graduates 


HARVARD MEDICAL SCHOOL 


Boston, Massachusetts 


A Non-Profit 


\ AIM. Christian Home 


tty Where tired people 


get rested and sick 
people get well 


The Largest Nursing House in New England 


« Private rooms....... $13.50 to $45 per week 
RATES: Private room with ward nursing $18 a week 
Private room—24-hour nursing............. $60 per week 
Two-bed room—24-hour nursing............ $40 per week 
Two-bed room—ward nursing.............. $15 per week 
Four-bed room—ward nursing.............. $12 per week 
Four-bed room—convalescent rest.......... $9 per week 


$60 per week 
Cancer, Chronic Heart and Mild Mentals Accepted. 
Fine dietary; graduate nurses; capacity 125. 
Telephone Attleboro 72 Thomas J. Griffin, Supt. 


Physicians... 

Your Attention Please! 
We Buy aT a DiscouNT 

Your OVERDUE ACCOUNTS 
NEWELL & NEWELL, INC. 


171. WESTMINSTER: STREET 
PROVIDENCE, R. I. 


"AMERICAN 
MEDICAL || 
ASSN. 


7 


HIGH IN FOOD-VALUE 
—low in price 


Sey wep ea is available in 5-lb, cans, at a special price, 
for hospitals and other institutions. 

This delicious food-drink is high in caloric value—rich 
in Vitamin D—easily digested and quickly assimilated. 
Mixed with milk as directed, it adds 70% more food- 
energy value. It increases the protein content 50%, carbo- 
hydrate content 170%, calcium content 35%, phosphorus 
content 70%. 

Cocomalt is accepted by the Committee on Foods of The 
American Medical Association. Prepared by an exclusive 
process under scientific control, Cocomalt is composed of 
sucrose, skim milk, selected cocoa, barley malt extract, 
flavoring and added Vitamin D (irradiated ergosterol), 

(30 Steenbock—81 U.S.P, 
revised—units of Vitamin 
D per ounce of Cocomalt. ) 

Sold also in 14-Ib. and 
1-Ib. air-tight cans, at gro- 
cery and drug stores. 


Free to Doctors 


For a sample can of de- 
licious Cocomalt, send your 
name and address to R. B. 
Davis Co., Dept. S-2012 
Hoboken, New Jersey. 


FOR MAL-NOURISHED 


FOR NURSING MOTHERS 
_ CHILDREN 


Mention our Journal —it identifies you. 
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BILE SALTS, FAIRCHILD 


Sodium Glycocholate and Taurocholate 


In native association as separated from fresh ox-gall 


“Owing to the fact of their ready secretion by the liver cells bile 
salts are the most reliable cholagogues with which we are 
acquainted.” STARLING. 


Powder, in 14, oz. and 1 oz. vials. 


Literature on Bile Salts, Fairchild, sent upon request. 


Fairchild Bros. & Foster 
New York 


Suburban Service 


Established 1854 


Local Service 


Horace B. Know es’ Sons 
FUNERAL DIRECTORS 


Horace E. Knowles 187 Benefit Street 
Harry F. Sanderson Providence, R. I. 


Suburban Service 


BOYCE BROTHERS 
FUNERAL HOME 


433 Elmwood Avenue Providence, R. I. 


| 
| 
Local Service 


